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in 2002. On CTA, the right iliac measured 3.8 cm and the left 4.7 cm, with
extension into the hypogastric origins (Fig 1). Given his comorbid illnesses,
age and prior surgery, as well as his desire to minimize his risk for buttock
claudication and impotence, we proceeded with an attempt at EVAR with
bilateral hypogastric “snorkel stents.”
Results: A bifurcated Endologix Powerlink graft was selected to pre-
serve the native aortic bifurcation and avoid accessing the brachial artery for
the hypogastric stents. After placement of the bifurcated graft component, a
10F sheath was advanced over the bifurcation and into the right hypogastric
artery (Fig 2). A 10-mm  10-cm Gore Viabahn stent graft was simultane-
ously deployed into the hypogastric with an Endologix extension limb
extending into the external iliac. The Viabahn was placed 2 mm proximal to
the external iliac extension to ensure patency. The procedure was then
repeated on the left side. Completion angiogram showed patency of both
hypogastric arteries and no evidence of endoleak (Fig 3). A total of 90 mL of
contrast was used and the fluoroscopy time was 54minutes. Total procedure
time was 254 minutes. The 1-month follow-up computed tomography
angiography shows patency of all stents and no endoleak (Fig 4). The patient
reports no problems with buttock claudication or impotence at 11 months
after the procedure.
Conclusions: Endovascular repair of bilateral iliac aneurysms is possi-
ble with preservation of the hypogastrics using commercially available grafts.
This is a reasonable option for selected patients to decrease the risk of
impotence and buttock claudication.
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Objectives: Aneurysms involving infrapopliteal arteries are rare. Rup-
tured infrapopliteal aneurysms are particularly uncommon and represent a
surgical or endovascular emergency.
Fig 1.
Fig 2.
Fig 3.
Fig 4.
JOURNAL OF VASCULAR SURGERY
October 20121196 Abstracts
Methods: A 57-year-old man presented with a 12-cm ruptured
aneurysm of the tibioperoneal trunk 5 years after an episode of bacterial
endocarditis. The patient was asymptomatic until he presented acutely
with a rapid expansion in the size of the left leg. Computed tomography
angiography confirmed presence of a large ruptured aneurysm with
chronic destruction of the adjacent tibia.
Results: The surgical approach included operative exclusion of the
aneurysm via medial leg incision. Proximal control was obtained of the
superficial femoral artery, and once the aneurysm was opened and decom-
pressed, the leg was exsanguinated with an elastic bandage and hemostasis
was obtained with a tourniquet. The aneurysm was ligated from within the
sac, and vascular continuity was restored with a reversed contralateral
saphenous vein graft from the superficial femoral artery to the distal posterior
tibial artery.
Conclusions: This aneurysm was suspected to be mycotic, al-
though no microorganisms were recovered. Review of English lit-
erature suggests this is the largest infrapopliteal aneurysm reported.
We describe a unique surgical approach using extremity exsanguination
and tourniquet for vascular control after aneurysm decompression
to control hemorrhage, followed by successful restoration of arterial
circulation.
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